
 

The Maryland All-Payer Model 
Progression Plan 

Proposal to the Centers for Medicare & Medicaid Services 

Submitted by the Maryland Department of Health and Mental Hygiene 

December 16, 2016 
  



Maryland All-Payer Model Progression Plan 
December 16, 2016 

i 

Table of Contents 

Executive Summary ............................................................................................................... 1 

I. Introduction ................................................................................................................... 4 

II. Background .................................................................................................................... 5 
A. Status and Challenges of Maryland All-Payer Model Agreement ........................................................ 5 

1. Payment and Delivery System Transformation Efforts Underway ................................................... 5 
2. Creation of Value ............................................................................................................................. 6 
3. Sustaining Rural Health Care ........................................................................................................... 7 
4. Next Steps: Aligning Providers Across the Continuum of Care......................................................... 8 
4. {ǘŀǘŜ ƻŦ aŀǊȅƭŀƴŘΩǎ IŜŀƭǘƘ /ŀǊŜ !ŘƳƛƴƛǎǘǊŀǘƛƻƴ ŀƴŘ !ƎŜƴŎƛŜǎ {ǳǇǇƻǊǘƛƴƎ ǘƘŜ tǊƻƎǊŜǎǎƛƻƴ tƭŀƴ .. 9 
5. aŀǊȅƭŀƴŘΩǎ IŜŀƭǘƘ LƴŦƻǊƳŀǘƛƻƴ 9ȄŎƘŀƴƎŜΥ CƻǳƴŘŀǘƛƻƴ ŦƻǊ {ǳǇǇƻǊǘƛƴƎ ¢ǊŀƴǎŦƻǊƳŀǘƛƻƴ................. 9 

B. First Step Toward Provider Alignment Approved: Care Redesign Amendment ................................ 11 
C. Accelerated Pace of Change ............................................................................................................... 12 

III. Plan Overview .............................................................................................................. 13 
A. Vision .................................................................................................................................................. 13 
B. Scope of Progression Plan .................................................................................................................. 14 
C. Plan Accountability Structures ........................................................................................................... 14 
D. Plan Development Process ................................................................................................................. 15 

IV. Theory of Action .......................................................................................................... 15 
A. Logic Model ........................................................................................................................................ 16 
B. Driver Diagram ................................................................................................................................... 17 
C. Potentially Avoidable Utilization:  Cost Drivers and Progression Strategies ...................................... 18 

V. Proposed Plan .............................................................................................................. 19 
A. Introduction and Strategy Overview .................................................................................................. 19 
B. Strategy One: Foster Accountability .................................................................................................. 21 

Key Element 1a: Leverage Existing Provider and Payer Accountability Structures ................................ 22 
Key Element 1b: Implement Local Accountability for Population Health and Medicare Total Cost of 
Care through the Geographic Value-Based Incentive ............................................................................. 23 
Key Element 1c: Establish a Dual Eligible Accountable Care Organization (D-ACO) .............................. 24 

C. Strategy Two: Align Measures and Incentives ................................................................................... 25 
Key Element 2a: Reorient Hospital Measures to Align with New Model Goals ...................................... 26 
Key Element 2b: Align Measures Across Providers and Programs ......................................................... 26 
Key Element 2c: Engage Physicians and Other Professionals by Leveraging MACRA ............................ 27 

D. Strategy Three: Encourage and Develop Payment and Delivery System Transformation ................. 28 
Key Element 3a: Develop a Maryland Comprehensive Primary Care Model .......................................... 28 
Key Element 3b: Develop Initiatives Focused on Post-Acute and Long-Term Care ................................. 30 
Key Element 3c: Explore Initiatives to Include Additional Physicians and Providers and Services in Care 
Transformation ....................................................................................................................................... 31 
Key Element 3d: Improve the Financing and Organization of the Behavioral Health Delivery System .. 31 
Key Element 3e: Promote Investments in Innovation, Technology and Education................................. 33 

E. Strategy Four: Ensure Availability of Tools to Support All Types of Providers in Achieving 
Transformation Goals ................................................................................................................................. 34 

Key Element 4a: Enable and Support the Health Care Community to Appropriately Share Data to 
Improve Care .......................................................................................................................................... 34 



Maryland All-Payer Model Progression Plan 
December 16, 2016 

ii 

F. Strategy Five: Devote Resources to Increasing Consumer Engagement ........................................... 34 
Key Element 5a: Transform the Health Care Delivery System with Consumer-Driven and Person-
Centered Approaches .............................................................................................................................. 35 
Key Element 5b: Engage, Educate, and Activate Patients, Providers, and All Stakeholders .................. 36 

VI. Needed Updates to the All-Payer Model Agreement .................................................... 37 

VII. Timeline ................................................................................................................... 38 

VIII. Key Implementation Considerations ......................................................................... 40 
Governance ................................................................................................................................................. 40 
Financial Accountability .............................................................................................................................. 41 
Workforce Development ............................................................................................................................ 42 
Transformation Tools .................................................................................................................................. 42 

IX. Conclusion ................................................................................................................... 43 

X. Appendix ..................................................................................................................... 44 
A. Figure 10. Summary of Proposed Strategies, Key Elements, and Actions ......................................... 44 

 



Maryland All-Payer Model Progression Plan 
December 16, 2016 

1 

Executive Summary 
Maryland, under agreement with the Centers for Medicare & Medicaid Services (CMS), launched the All-
Payer Model (Model) in 2014 to transform the health care delivery system and improve care, while 
moderating cost growth. The Model changed the way Maryland hospitals provide care, shifting away 
from a financing system based on volume of services to a system based on hospital-specific global 
revenues with overlying value-based incentives. While still in the early stages of transformation, 
Maryland is already demonstrating that an all-payer system accountable for the total cost of hospital 
care on a per capita basis is an effective foundation for advancing the goals of delivering better care, 
better health, and lower cost. In the first two and one-half years of implementation, Maryland met or 
exceeded the key agreement measures for limiting hospital cost growth on an all-payer basis, providing 
savings to Medicare and improving quality.  

The hospital sector has achieved some success in transforming the delivery system, shifting its efforts to 
focus on providing care coordination, improving quality of care, and providing care management and 
supports for complex and high-needs patients. Initial efforts of providers and payers to organize beyond 
ƘƻǎǇƛǘŀƭǎ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ǘŀƪƛƴƎ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŦƻǊ ǘƘŜ aƻŘŜƭΩǎ Ǝƻŀƭǎ ŀǊŜ ŜǾƛŘŜƴŎŜŘ ƛƴ ƳŀǘǳǊŜ ƳŜŘƛŎŀƭ 
homes of commercial payers, recently initiated chronic condition health homes of Medicaid, and 
Accountable Care Organizations (ACOs) that will encompass about one-ǘƘƛǊŘ ƻŦ aŀǊȅƭŀƴŘΩǎ aŜŘƛŎŀǊŜ 
beneficiaries by 2017.  

The All-Payer Model Agreement (Agreement) between CMS and the State of Maryland called for 
Maryland to submit its plans to extend the Model to limit the growth in total cost of care for Medicare 
beneficiaries in a second term that will begin on January 1, 2019. With this document, Maryland is 
ǎǳōƳƛǘǘƛƴƎ ƛǘǎ άtǊƻƎǊŜǎǎƛƻƴ tƭŀƴέ (Plan) outlining its proposal to accomplish the expanded system-wide 
goals and ǘƻ ŀŘŘǊŜǎǎ ǘƘŜ {ǘŀǘŜΩǎ Ǝƻŀl of including the Medicaid costs ŦƻǊ άdual eligiblesέ ƛƴ ǘƘŜ ƴŜȄǘ 
iteration of the Model.  

aŀǊȅƭŀƴŘΩǎ Ǿƛǎƛƻƴ ŦƻǊ ǘƘŜ ƴŜȄǘ ǘŜǊƳ ƻŦ ǘƘŜ aƻŘŜƭ ƛǎ ǘƻ ŀŎƘƛŜǾŜ ǇŜǊǎƻƴ-centered care, foster clinical 
innovation and excellence in care, improve population health, and moderate the growth in costs, on a 
statewide basis and in the all-payer environment through the transformation of the health care delivery 
system.  

The Stateτwith a robust stakeholder processτŘŜǎƛƎƴŜŘ ǘƘŜ tǊƻƎǊŜǎǎƛƻƴ tƭŀƴ όάtƭŀƴέύ ǘƻ ƛƳǇǊƻǾŜ ŎŀǊŜ 
and outcomes for all six million Marylanders. Implementation will first focus on a targeted subset of 
approximately 800,000 Medicare fee-for-service (FFS) beneficiaries, many of whom would benefit from 
more robust care management structures, particularly the dual eligible population and patients with 
complex and chronic conditions. The Plan also seeks to address the broader population through more 
robust prevention efforts and care supports aimed at improving the lives of individuals and reducing 
their needs for future health care interventions in higher-cost settings. 

With its initial focus on hospitals, the All-Payer Model creates a foundation for health care payment and 
delivery transformation for all patients and payers.  Sustaining and expanding the success of the current 
Model, which starts with hospital global revenues and value-based incentives, are central goals of the 
Plan.   As Maryland moves to the second term of the Model in January 2019, providers will take on 
increased responsibility for health of the population, care outcomes, and total cost of care for Medicare 
and dual eligible beneficiaries. Hospitals cannot accomplish this alone. The All-Payer Model must 
increase collaboration with physicians, other providers of care, payers, and consumers.  

The Plan lays out five strategies to expand beyond the current Model to: 
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1. Foster accountability by supporting hospitals, physicians, and other providers as they organize 
to take responsibility for groups of patients or populations within a geographic area. 
Accountability structures enable groups of providers to take increasing responsibility for care 
delivery and health outcomes, as well as the Medicare total cost of care over time. 

2. Align measures and incentives for all providers with the goals of the All-Payer Model. The Plan 
intends to create a system of cooperation and aligned efforts in which physicians, hospitals and 
all types of providers work together, along with payers and health care consumers, to improve 
care and offer supports for all Marylanders, with a particular emphasis on those with serious 
and chronic conditions.  Streamlined measures and incentives will be developed to help 
providers clearly focus on common goals. 

3. Encourage and develop payment and delivery system transformation to drive coordinated 
efforts and system-wide goals. The Model must build increased collaboration with physicians 
and other providers of care.  New delivery approaches supported with aligned payment models 
and incentive structures will help accomplish this. 

4. Ensure availability of tools to support all types of providers in achieving transformation goals. 
Maryland will use private resources and public-private resources where implementation is 
facilitated through cooperation to support transformation. 

5. Devote resources to increasing consumer engagement. Maryland will support the development 
of the Model to transform its health care delivery system with consumer-driven and person-
centered approaches. 

The Plan also lays out continued development and scaling of efforts underway to support complex and 
high-needs patients, new efforts to support chronic care management and prevention, and further 
payment and delivery system transformation to help drive coordinated efforts and system-wide goals of 
better care and health outcomes, all of which are also designed to reduce potentially avoidable 
utilization in higher-acuity settings. These include: 

¶ Increasing the scale and scope of efforts to coordinate care for complex and high-needs patients 
who are already using high-acuity resources. 

¶ Increasing efforts to provide high-quality, efficient episodes of care, including care provided in 
post-acute settings. 

¶ Using resources and flexibility provided in the recently approved Care Redesign Amendment, 
Medicare Access and CHIP Reauthorization Act (MACRA), along with newly requested flexibility 
to engage the broader care delivery system in aligned efforts. 

¶ Extending chronic care management and prevention to Medicare beneficiaries through a 
Maryland Comprehensive Primary Care Model, based on the Comprehensive Primary Care Plus 
(CPC+) model from CMS ŀƴŘ ŘŜǎƛƎƴŜŘ ǘƻ ǿƻǊƪ ǿƛǘƘ aŀǊȅƭŀƴŘΩǎ ŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳ to support the 
needs of dual eligible individuals. 

¶ Evaluating and implementing payment models and incentives for post-acute and long-term care 
that optimize these resources and use them in more flexible ways to improve care for Medicare 
and dual eligible beneficiaries.  

Maryland has a strong base to achieve this, building on the accountability and care transformation 
initiated under the hospital global revenue system and developing in the broader system. Maryland also 
has advanced tools through its unique Health Information Exchange (HIE), the Chesapeake Regional 
Information System for Our Patients (CRISP), which furnishes a foundation for delivering increased 
information at the point of care, leveraging investments in Electronic Health Records (EHRs), and 
supporting better care coordination. CRISP is a private not-for-profit organization focused on supporting 
infrastructure needs that can best be accomplished cooperatively, augmenting resources of payers, 
health systems, and providers. 
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The 2014 Agreement requires Maryland to meet certain performance metrics, including limiting all-
payer growth to an annual target of 3.58 percent over five years and achieving $330 million in Medicare 
savings over five years, as well as quality performance requirements. Under the Plan, Maryland will 
continue to limit the growth in hospital revenues on an all-payer basis, recognizing that the specific 
targets will need to be revisited periodically based on environmental factors. Maryland and CMS will 
ƴŜŜŘ ǘƻ ŀƎǊŜŜ ƻƴ ǎŀǾƛƴƎǎ ǘŀǊƎŜǘǎ ǊŜƭŀǘƛǾŜ ǘƻ aŜŘƛŎŀǊŜΩǎ ǎȅǎǘŜƳ-wide costs for the second term of the 
Agreement. Maryland and CMS will also address outcomes goals that will be incorporated into value-
based payments. The State will need to work closely with its partners at CMS to finalize the terms of the 
Agreement and carefully craft the federal tools and flexibilities that will be critical to success.  

¢Ƙƛǎ tǊƻƎǊŜǎǎƛƻƴ tƭŀƴ ƻǳǘƭƛƴŜǎ ŀƳōƛǘƛƻǳǎ Ǝƻŀƭǎ ŦƻǊ ǘǊŀƴǎŦƻǊƳƛƴƎ aŀǊȅƭŀƴŘΩǎ ŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳΦ The 
different strategies are designed to complement one another and rely on efforts from different parts of 
the delivery system. As Maryland moves from planning to implementation, a number of key topics will 
need to be more fully developed.  The implementation timeline must balance the challenges that the 
delivery system will face during significant transformation and the need to meet the demands of a 
changing environment, such as the aging of the population and Model performance requirements. The 
Plan proposes potential dates by which each initiative will be further developed. The ability to fully 
implement and scale the proposed strategies will take time. At all stages, implementation of the Plan 
will be guided by the desire to better serve Marylanders.  

aŀǊȅƭŀƴŘΩǎ !ƭƭ-Payer Model Progression Plan outlines ǘƘŜ {ǘŀǘŜΩǎ overall framework for extending the 
current Model to encompass its approach to limit growth in Medicare total cost of care and Medicaid 
costs for dual eligibles. The Plan provides an overview of strategies and components that will be 
developed and implemented to accomplish these goals. Each component of the Plan will contribute to 
the management of total cost of care growth and transforming care delivery. Details regarding specific 
components, such as the Maryland Comprehensive Primary Care Model and the Dual Eligible 
Accountable Care Organization, will be submitted in concept outlines and other supporting documents.  

Redesigning primary care to achieve better overall population health outcomes, in concert with 
ǘŀǊƎŜǘƛƴƎ ǘƘŜ {ǘŀǘŜΩǎ ŎǳǊǊŜƴǘ ƘƛƎƘ ƴŜŜŘǎ ŀƴŘ ǊƛǎƛƴƎ-needs patients with specialists and community 
providers, prepares Maryland for success in the second term of the Model; it prepares primary care and 
other physicians and practitioners for success in the era of new physician payment systems associated 
with changes in MACRA; and most importantly, it builds needed supports for patients. The 
transformation of primary care in Maryland, coupled with the hospital global revenues and the planned 
care redesign programs, will create a unique laboratory of alignment across physicians, hospitals, other 
providers, and care managers implemented in an all-payer environment.  Likewise, the Plan introduces 
geographic approaches beyond hospital global revenues that enable Maryland to continue to support 
transformation of health care, particularly in rural areas.  The Plan provides a framework that leverages 
resources in local communities, taking into account the services and supports that can be provided 
locally.   
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I. Introduction 
On January 1, 2014, the State of Maryland permanently shifted away from its 35-year-old statutory 
hospital waiver of aŜŘƛŎŀǊŜΩǎ ǇǊƻǎǇŜŎǘƛǾŜ ǇŀȅƳŜƴǘ systems in exchange for a five-year agreement with 
the Centers for Medicare & Medicaid Services (CMS). This new 
agreementτreferred to as the All-Payer Model Agreement 
(Agreement)τhas been focused initially on the per capita total 
cost of hospital care. Its goal was to transform the delivery 
system to improve care. Maryland made this change because it 
believed that the volume incentives created by the old waiver 
testτwhich had focused on limiting growth in Medicare cost 
per admissionτdeterred State efforts to redesign its delivery 
system to achieve the goals of delivering better care, better 
health, and lower cost. The new All-Payer Model (Model) 
effectively changed the way Maryland hospitals care for 
patients and the way that hospital care is financed. While still 
in the early stages of transformation, Maryland is already 
demonstrating that an all-payer system accountable for the 
total cost of hospital care on a per capita basis is an effective model for advancing its goals. 

Even in 2014, Maryland and CMS understood that more changes in health care payment and delivery 
would be needed to align hospitals, physicians, and other providers to further improve care for 
Marylanders.  Accordingly, and as a required part of the Agreement, Maryland stakeholders have 
ŘŜǾŜƭƻǇŜŘ ǘƘƛǎ ŘƻŎǳƳŜƴǘΣ ǘƘŜ άtǊƻƎǊŜǎǎƛƻƴ tƭŀƴέ (Plan), which updates and advances aŀǊȅƭŀƴŘΩǎ 
strategies to improve care and health outcomes, while limiting spending growth over time. The Plan 
describes ǘƘŜ {ǘŀǘŜΩǎ system-wide transformation with implementation beginning in 2017, continuing 
through 2018 and leading to a second term and additional progression in 2019 and beyond.  

At the heart of this Plan is the desire to better serve Marylandersτthose who bear the weight of 
navigating a complex health care delivery system. It also aims to improve care in the community to 
prevent and manage chronic conditions. To support the health and well-being of individuals as they 
move across care settings, collaboration across the spectrum of health care delivery is necessary. 
Therefore, the Plan expands beyond hospitals to address other parts of the health care system that must 

be involved in changes to achieve meaningful system-wide 
transformation. The Plan leverages and builds on the hospital per 
capita model by expanding efforts to support hospitals, physicians 
and other providers as they organize to engage patients and take 
on increasing responsibility for system-wide goals.  

The Plan will involve Maryland residents as participants in the 
proposed system changes. It aims to engage Maryland hospitals, 
physicians, other providers, patients, communities, payers, public 
health professionals and State policymakers in its innovation 
efforts and payment and delivery system transformation. While the 
Plan will start with a stronger focus on Medicare beneficiaries, 
including dual eligibles who could benefit from additional supports, 

the design process will also prepare for applicability on an all-payer basis.  

The five key strategies ƻŦ ǘƘŜ {ǘŀǘŜΩǎ tǊƻƎǊŜǎǎƛƻƴ tƭŀƴ are to: (1) foster accountability for system-wide 
and patient-level goals; (2) align measures and incentives for providers across the continuum of care; (3) 
encourage and develop payment and delivery system transformation;(4) ensure availability of tools to 

This Progression Plan 
ŜȄǇŀƴŘǎ aŀǊȅƭŀƴŘΩǎ !ƭƭ-
Payer Model beyond 
hospitals to achieve system-
wide transformation of 
health care delivery with 
physicians, as well as other 
providers. 

At the heart of the Progression 
Plan is the goal of improving 
prevention, care and support for 
Marylanders with complex and 
chronic conditions by building a 
system of cooperation and 
aligned efforts in which 
physicians, hospitals, other 
providers and patients work 
together.  
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support all types of providers in achieving transformation goals; and (5) devote resources to increasing 
consumer engagement. The Plan strategies and key elements will build on the strong foundation of the 
hospital global revenues, and be designed to work in concert with one another and with other critical 
innovations under way in the State.  

By proposing an overall strategy for organizing, incentivizing, and supporting all types of providers in 
health care transformation, this offers CMS an opportunity to use Maryland as a unique statewide 
testing ground for implementing synergistic, value-based strategies that encompass hospitals, physicians 
and other providers in an all-payer environment. Maryland believes this Plan will permit CMS to 
evaluate the effectiveness of particular strategies and to assess the potential for replicating them in 
other states. Further, the process by which public payers work with others to achieve greater progress in 
long-term care transformation, cost and population health in Maryland could serve as a national model. 

In summary, this document provides background on the existing Model and the challenges faced by the 
Maryland health care system, and describes the strategies Maryland proposes to move forward in a 
public-private partnership aimed at bettering the lives of all Marylanders. Maryland submits this Plan to 
CMS to build on the successes of the current Agreement and to broaden the scope of health care 
delivery transformation in the State beyond hospitals. This Plan proposes to enter into a second Term of 
Agreement with CMS effective January 1, 2019. Efforts to prepare for this second term will begin even 
earlier, owing to the opportunities presented by the Medicare Access and CHIP Reauthorization Act 
(MACRA), which creates new and attractive methods of physician engagement and goes into effect in 
2017.  

II. Background 
A. Status and Challenges of Maryland All-Payer Model Agreement 

Prior to January 1, 2014, MarylandΩǎ ǿŀƛǾŜǊ ƻŦ aŜŘƛŎŀǊŜΩǎ hospital prospective payment systems was 
based on limiting growth in aŜŘƛŎŀǊŜΩǎ cost per admission. On January 1, 2014, Maryland started a new 
five-year Agreement with CMS that broadened the range of accountability to include the total cost of 
hospital care for all payers on a per capita basis. Under the new Model, the hospital financing system in 
Maryland has moved almost entirely away from one based on volume of services to a system based on 
hospital-specific global revenues with overlying value-based incentives. Under this new approach, 
hospitals are responsible for costs within a global revenue cap, and can make investments in care 
transformations that improve care and prevent potentially avoidable utilization without concerns about 
revenue decline, which is a significant barrier in a traditional fee-for-service (FFS) model.  Major 
achievements of the Model include transformation of payment and delivery systems, the creation of 
demonstrable value, sustaining rural health care, and the adoption and continuous improvement of 
support tools, as described below. 

1. Payment and Delivery System Transformation Efforts Underway  

Fragmentation within the United StatesΩ health care delivery system is a widely-recognized problem. In 
Maryland, the Agreement has addressed this challenge by beginning to fund hospital initiatives to 
strengthen care coordination and care transitions with the goal of providing better support for patients 
before and after hospitalizations. For example, Maryland hospitals have taken responsibility for 
managing patient care beyond the hospital stay through the development of post-discharge programs. 
Many of these programs include social services that are needed for patiŜƴǘǎΩ ǿŜƭƭ-being, such as 
transportation assistance, access to food, and other home supports.  
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Maryland hospitals, physicians and other providers are coming together to transform delivery systems. 
These partnerships are designed to meet the needs of their shared patients, particularly those who are 
vulnerable, and reduce potentially avoidable utilization. Partnerships have focused on initiatives that 
support complex and high-needs patients who use extensive healthcare resources. Most of these efforts 
are in early stages of implementation and must continue to mature. The pool of high-needs patients will 
increase with the aging population unless the State focuses on preventing the escalation of chronic 
conditions and better community-based access and supports for individuals with chronic conditions. As 
described in this document, system-wide care redesign that incentivizes the right care to be given at the 
right time and place is necessary to achieve better health outcomes and cost performance for Maryland. 
Clearly this effort must move beyond hospitals and into the greater community of care to create 
sustainable success. 

2. Creation of Value 

The All-Payer Model has created value for CMS, other payers, aŀǊȅƭŀƴŘΩǎ ƘƻǎǇƛǘŀƭǎ ŀƴŘ ƘŜŀƭǘƘ ŎŀǊŜ 
consumers. Approaching the end of the third calendar year, with results through the third quarter of 
calendar year 2016, Maryland met or exceeded the key Agreement measures for limiting hospital cost 
growth, while also improving quality.  

Despite unusually slow growth in national Medicare expenditures per beneficiary, Maryland has kept 
aŜŘƛŎŀǊŜ ƘƻǎǇƛǘŀƭ ŀƴŘ ǘƻǘŀƭ Ŏƻǎǘ ǇŜǊ ōŜƴŜŦƛŎƛŀǊȅ ƎǊƻǿǘƘ ōŜƭƻǿ ƴŀǘƛƻƴŀƭ ƭŜǾŜƭǎ ǎƛƴŎŜ ǘƘŜ !ƎǊŜŜƳŜƴǘΩǎ 
base year (CY 2013). In its first two years, relative to national growth, the Agreement saved Medicare 
$251 million of the $330 million in hospital costs that is required over the five-year demonstration. 
Through August 2016, Maryland estimates hospital savings of approximately $178 million, bringing total 
hospital savings to an estimated $429 million - exceeding the five-year savings requirement.  Medicare 
hospital costs per beneficiary grew at a rate 4 percent lower in Maryland than the national growth rate 
from 2013 through August 2016.  However, the 2016 figures contain estimates that   could change by 
year end, which could make results be less favorable for the remainder of 2016. 

At the same time, Maryland also kept the growth in hospital spending on an all-payer basis well below the 
ceilings established in the Agreement, which were tied to the long-term growth of the economy.   

Maryland achieved cost savings, while also improving several key quality indicators. For example, in 
calendar year (CY) 2014 and CY 2015, hospital-acquired conditions for all payers, as well as the gap 

between Maryland and national Medicare readmission 
rates, both decreased. Figure 1 ǎǳƳƳŀǊƛȊŜǎ aŀǊȅƭŀƴŘΩǎ 
performance on ǘƘŜ !ƎǊŜŜƳŜƴǘΩǎ key metrics.   

Despite these improvements in cost control and quality, 
more work needs to be done in Maryland. In CY 2015, 
non-hospital spending for Medicare rose faster in 
Maryland than in the nation, relative to the prior year. 
Some of the increases in non-hospital spending is 

expected in transitioning care to lower-cost settings. Even though Maryland is ahead of its savings 
requirements, the non-hospital trend reinforces the need to focus on total cost of care in the remaining 
years of the current term, and the second term of the Agreement. The Plan lays out an approach that 
builds ƻƴ ǘƘŜ aƻŘŜƭΩǎ ŜŀǊƭȅ achievements by expanding transformation to include the continuum of 
providers, implementing new and better data and tools to support efforts, and adding financial 
incentives, programs, and accountabilities.  Maintaining the pace of improvement under the Model will 
be challenging, since improvements will increasingly rely on complex delivery system transformation 
and coordinated efforts beyond hospitals. 

The hospital sector has achieved 
success in shifting from volume to 
value. Progression toward the same 
shift to value is now needed across 
the health care system. 
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Figure 1. Maryland All-Payer Model Performance To Date 

 
1-2015 figures for readmissions are preliminary because CMS is evaluating the readmission data after ICD-10. 

2Year-to-date results compare the performance available in calendar year 2016 to the same months in prior year or 

to the same months in the 2013 base year, as applicable: all-payer revenue through September; MHAC through 
June; readmissions through July; Medicare savings through August. 

3. Sustaining Rural Health Care 

Nationally, rural hospitals are facing severe financial challenges.  Declining revenue, driven in part by 
shrinking inpatient demand, has been a major factor in deteriorating financial stability.  Many Americans 
living in rural communities rely on their hospital as one of their few sources of health care.  Rural 
hospitals also serve as anchors for population health initiatives, and are economic engines in what may 
otherwise be weak local economies.  The need to improve prevention, care and support for individuals 
in rural areas is intensified by population decline that results in an older remaining population with 
higher levels of need.  

However, reimbursement systems dominated by traditional fee-for-service arrangements do not 
provide the opportunity for hospitals to further develop functions to improve prevention, care and 
support.  Fee-for-service reimbursement places too much reliance on payment for inpatient services and 
does not encourage a population focus. In this environment, rural hospitals are forced to prioritize 
inpatient care, instead of playing a broader role in managing total cost of care and population health.   
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The need for transformation in rural health care delivery is a bellwether for the larger health care 
delivery system.  Rural hospitals in Maryland experienced the challenges faced by rural hospitals 
nationally.  In 2011, Maryland initiated a global revenue system for 10 of its hospitals serving rural 
communities.   

¦ƴŘŜǊ ǘƘŜ нлмм Ǝƭƻōŀƭ ǊŜǾŜƴǳŜ ǎȅǎǘŜƳΣ aŀǊȅƭŀƴŘΩǎ 10 rural hospitals formed a transformation 
collaborative to develop care strategies to support patients beyond hospitals, reduce readmissions, 
increase resources for population health, and share successful approaches.  Rural hospitals accelerated 
investments in care management strategies (e.g., placing social workers in emergency departments to 
address medication needs, connecting patients to primary care providers, and addressing social 
determinants such as transportation).  They also created multi-disciplinary clinics to provide intensive 
supports to complex and high-needs patients in the initial two-to-seven days post-discharge, educating 
and stabilizing complex patients before they returned to their primary care providers for ongoing care.  
These and other initiatives accelerated the reduction of admissions and readmissions in these hospitals, 
and with global revenue supports, these hospitals were able to maintain financial viability and reinvest 
the resources in needed community supports and care. After achieving some success, Maryland 
extended the global revenue model for rural hospitals to all acute hospitals statewide in 2014. 

In developing the Progression Plan, Maryland continues to focus on local initiatives and sustainability of 
rural health care. For instance, Section V. B. Key Element 1b describes plans for development of 
accountability in local communities.  Likewise, Section V. D. Key Element 3a describes the proposed 
Maryland Comprehensive Primary Care Model, which is especially well suited to support primary care 
practices in rural settings through care management resources and transformation support.  

4. Next Steps: Aligning Providers Across the Continuum of Care 

Since the start of the Model in CY 2014, Maryland hospitals have been paid under a global revenue 
system that is designed to limit total hospital spending per capita. Maryland has achieved hospital sector 
gains by putting strong incentives in place to redesign care delivery. However, the rest of the health care 
system in Maryland (e.g., physicians, post-acute providers, etc.) continues to operate mostly on a FFS 
basis with financial incentives tied to volume, as opposed to value. Health care services are still often 
characterized by fragmented care delivery, insufficient integration, and a lack of team-based care. 
Accountable Care Organizations (ACOs) and Patient-Centered Medical Home (PCMH) programs are 
making some progress in ameliorating these problems, but ACOs and PCMHs currently include less than 
30 percent of the Maryland Medicare FFS population.  

Additionally, new Medicare Advantage plans have formed and entered the Maryland market. Next, 
Maryland needs to transform the delivery of primary, specialty, post-acute, and long-term care. Further 
refinement of hospital global revenues, along with strategic alignment of the rest of the system, should 
yield better outcomes and lower total spending. 

The PlanΩǎ ŜŦŦƻǊǘǎ ǘƻ ƛƴŎƻǊǇƻǊŀǘŜ providers across the continuum of care and all residents in Maryland 
will start with Medicare and dual eligible beneficiaries, but are designed to facilitate inclusion of other 
patients and payers over time. A commitment to all-payer principles will be maintained through a focus 
on implementing initiatives and performance measures that can be applied across payers and 
accountable entities, at an appropriate time, with the right conditions. This is important to help drive 
system transformation, increase administrative efficiency, and reduce hassle for providers.  

Maintaining the integrity of the current hospital model ƛǎ ŎǊƛǘƛŎŀƭ ǘƻ ǘƘŜ ƻƴƎƻƛƴƎ ǎǳŎŎŜǎǎ ƻŦ aŀǊȅƭŀƴŘΩǎ 
health care system. Each of the strategies proposed in the Plan is designed to build on the current 
hospital model and work together with the other strategies ǘƻ ƳŜŜǘ aŀǊȅƭŀƴŘΩǎ objectivesΦ aŀǊȅƭŀƴŘΩǎ 
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overall goal is to ensure that all Marylanders benefit from delivery system transformation through 
improved quality of care, better population health, and greater cost efficiency. 

4. {ǘŀǘŜ ƻŦ aŀǊȅƭŀƴŘΩǎ IŜŀƭǘƘ /ŀǊŜ !ŘƳƛƴƛǎǘǊŀǘƛƻƴ ŀƴŘ !ƎŜƴŎƛŜǎ Supporting the 
Progression Plan 

The Plan development was supported by the StateΩǎ agencies including the Department of Health and 
Mental Hygiene (DHMH), the Health Services Cost Review Commission (HSCRC), and the Maryland 
Health Care Commission (MHCC).  These agencies also will lead the oversight of ongoing implementation 
and monitoring as health systems, payers, providers, and other supporting entities transform the 
delivery system. 

¶ ¢ƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘ ŀƴŘ aŜƴǘŀƭ IȅƎƛŜƴŜ ό5IaIύ ƛǎ ǘƘŜ {ǘŀǘŜΩǎ ǇǳōƭƛŎ ƘŜŀƭǘƘ ŀƎŜƴŎȅΣ ǿƛǘƘ 
the mission to promote and improve the health and safety of all Marylanders through disease 
prevention, access to care, quality management, and community engagement. DHMH is divided 
into four major divisions: Public Health Services, Behavioral Health, Developmental Disabilities, 
ŀƴŘ IŜŀƭǘƘ /ŀǊŜ CƛƴŀƴŎƛƴƎΣ ǿƘƛŎƘ ƛƴŎƭǳŘŜǎ ǘƘŜ {ǘŀǘŜΩǎ aŜŘƛŎŀƛŘ ǇǊƻƎǊŀƳΦ 

¶ The Health Services Cost Review Commission (HSCRC) is an independent State entity of the 
Department with statutory authority for maintaining the hospital all-payer system and setting 
hospital rates and global revenues under that system. The HSCRC is governed by a group of 
seven volunteer Commissioners appointed by the Governor and has 37-member staff. 

¶ The Maryland Health Care Commission (MHCC) is an independent regulatory agency whose 
mission is to plan for health system needs, promote informed decision-making, increase 
accountability, and improve access to cost-effective services. MHCC pursues its mission through 
information gathering and dissemination, health policy analyses, regulatory authority, and 
health planning. Its 15 Commissioners are appointed by the Governor with legislative input. 

5. aŀǊȅƭŀƴŘΩǎ IŜŀƭǘƘ LƴŦƻǊƳŀǘƛƻƴ 9ȄŎƘŀƴƎŜΥ Foundation for Supporting Transformation 

aŀǊȅƭŀƴŘΩǎ Health Information Exchange (HIE), the Chesapeake Regional Information System for Our 
Patients (CRISP), is uniquely positioned as a tool to support transformation.  CRISP is a private not-for-
profit enterprise governed by a volunteer board. CRISP focuses on supporting infrastructure needs that 
can best be accomplished cooperatively, augmenting resources of payers, health systems, and 
providers. 

Hospitals in Maryland and Washington, DC, submit near real-time admission, discharge, and encounter 
information to CRISP. CRISP receives and exchanges information with several other facilities in states 
ǘƘŀǘ ōƻǊŘŜǊ aŀǊȅƭŀƴŘΦ /wL{tΩǎ ŦǳƴŎǘƛƻƴǎ ŜȄǘŜƴŘ ōŜȅƻƴŘ those of a traditional HIE.  

/wL{tΩǎ 9ƴŎƻǳƴǘŜǊ bƻǘƛŦƛŎŀǘƛƻƴ {ŜǊǾƛŎŜΣ ǿƘƛŎƘ ƴƻǘƛŦƛŜǎ ǇƘȅǎƛŎƛŀƴǎΣ ƻǘƘŜǊ ǇǊƻǾƛŘŜǊǎ ŀƴŘ ŎŀǊŜ ƳŀƴŀƎŜǊǎ 
when patients are hospitalized, has become a critical coordination service in the State. A new web-
based capability to proactively manage patient transitions allows a care manager to quickly and 
efficiently detect recent inpatient and emergency department admissions and recent discharges. High-
needs individuals and their care team members also can be identified through the new capabilities. 
More than one million Encounter Notifications are being sent and received annually, a number that is 
steadily growing over 2016. 

A key CRISP initiative is increased connectivity of ambulatory practices. New ambulatory integration 
capabilities allow physicians to view clinical data and receive hospitalization alerts. This helps to 
coordinate follow-up with patients who have had an acute episode and to reach out to attending 
physicians; monitor the prescribing and dispensing of drugs that contain controlled dangerous 
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substances; and view more comprehensive patient information, including treatments with other 
physicians and providers, to make more informed treatment plans. In addition, new automated reports 
allow physicians and other providers to monitor and improve quality performance, reduce redundant 
testing and treatment, and easily communicate treatments delivered. New capabilities automate 
ǇƘȅǎƛŎƛŀƴ ŀƴŘ ƻǘƘŜǊ ǇǊƻǾƛŘŜǊǎΩ ǿƻǊƪŦƭƻǿΣ ǊŜŘǳŎƛƴƎ ǳƴƴŜŎŜǎǎŀǊȅ Ƴŀƴǳŀƭ ǿƻǊƪΦ CƛƎǳǊŜ 2 shows increases 
in ambulatory connectivity.  As of the end of October 2016, more than 1,100 physicians are sharing 
clinical and encounter data with CRISP and 4,200 more physicians are sharing encounter data only.  This 
represents a rapid increase in ambulatory connectivity over the past year, incorporating approximately 
one-ǘƘƛǊŘ ƻŦ aŀǊȅƭŀƴŘΩǎ мрΣллл ǇƘȅǎƛŎƛŀƴǎΦ   

 

Figure 2. Ambulatory Connectivity: Number of Physicians Sharing Data with CRISP To Date in 2016 

 

CRISP is currently piloting two key strategies: (1) offering basic care management software as a shared 
platform; and (2) supporting hospital-selected care management software with data feeds. Both 
programs will help to create an environment where risk assessments, care plans, care plan updates and 
other important information and tools can be shared among hospitals, care managers, physicians and 
other providers involved in the coordinated care of an enrolled patient. 

CRISP also provides reporting and analytics resources to inform decision-making. These efforts fulfill 
several different functions, including guiding care coordination, identifying populations, and providing 
metrics for care monitoring. Analytics data draw from multiple sources including Medicare data, HSCRC 
case mix data, U.S. Census and population data, and CRISP-reported data and provider panels. These 
data are enriched with analytics and methodologies such as geocoding. 
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These investments continually improve the richness of clinical information available at the point-of-care 
and the tools that are used for care coordination, both of which are critical to the success of MŀǊȅƭŀƴŘΩǎ 
progression efforts.  

B. First Step Toward Provider Alignment Approved: Care Redesign Amendment 

Maryland stakeholders recognized that greater alignment with physicians and other providers and 
transformation tools are needed under the All-Payer Model to better serve patients. The State 
proposed, and CMS approved, a Care Redesign Amendment (Amendment) to the Agreement in 
September 2016. The Amendment aims to modify the Model by: 

¶ Implementing effective care management and chronic care management.  

¶ Incentivizing efforts to provide high-quality, efficient, and well-coordinated episodes of care. 

¶ {ǳǇǇƻǊǘƛƴƎ ƘƻǎǇƛǘŀƭǎΩ ŀōƛƭƛǘȅΣ ƛƴ ŎƻƭƭŀōƻǊŀǘƛƻƴ ǿƛǘƘ ǘƘŜƛǊ ƴƻƴ-hospital care partners, to monitor 
ŀƴŘ ŎƻƴǘǊƻƭ aŜŘƛŎŀǊŜ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǘƻǘŀƭ Ŏƻǎǘ ƻŦ ŎŀǊŜ ƎǊƻǿǘƘΦ 

The Amendment gives Maryland hospitals the opportunity to implement Care Redesign Programs 
intended to improve health outcomes. Care Redesign Programs will 
allow hospitals to access comprehensive Medicare data, share 
resources, and offer incentives to community physicians and 
practitioners, physicians that practice at hospitals and other 
providers, collectively known as care partners. Maryland hospitals 
will be able to share incentives for these programs as long as care is 
improved, hospital-level total cost of care growth benchmarks are 
not exceeded, and other requirements are met. Hospitals and their 
care partners can leverage Medicare data for implementing, 
monitoring, and improving their Care Redesign Programs.  

A portfolio of such programs will be developed over time. Starting in 2017, hospitals can choose to 
participate in one or both of the first two Care Redesign Programs: The Hospital Care Improvement 
Program (HCIP) and the Complex and Chronic Care Improvement Program (CCIP): 

¶ The Hospital Care Improvement Program (HCIP) will be implemented by hospitals and physicians 
with privileges to practice at a hospital. This Care Redesign Program strives to improve the 
efficiency and quality of inpatient episodes of care by encouraging effective care transitions; 
encouraging the effective management of inpatient resources; and promoting decreases in 
potentially avoidable utilization. These efforts are expected to improve quality and patient 
satisfaction and reduce costs per acute care admission.  

¶ The Complex and Chronic Care Program (CCIP) will be implemented by hospitals in collaboration 
with community physicians and practitioners. It strives to ƭƛƴƪ ƘƻǎǇƛǘŀƭǎΩ resources for managing 
the care of individuals with severe and chronic health issues with primary care providersΩ ŜŦŦƻǊǘǎ 
to care for the same populations, as well as patients with rising needs. The approach is designed 
to reduce potentially avoidable utilization and to facilitate overall practice transformation 
towards more person-centered care.  

Through the Amendment, Maryland hospitals can promote greater linkages with their care partners on 
key Model goals, including improving care management of complex and chronically ill patients, 
improving episodes of care, enhancing population health, and addressing the total cost of care. 

The Care Redesign Programs complement existing provider and payer-led efforts and jumpstart the 
{ǘŀǘŜΩǎ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳ ǘǊŀƴǎŦƻǊƳŀǘƛƻƴ ōȅ ǊŜŀŎƘƛƴƎ ƳƻǊŜ ǇǊƻǾƛŘŜǊǎ ŀƴŘ ǇŀǘƛŜƴǘǎ ǘƘŀƴ 
existing accountability approaches. As new payment and delivery approaches are introduced (e.g., 
Maryland Comprehensive Primary Care Model) and as high-performing models attract new providers 

The Care Redesign 
Amendment supports 
hospitals and their partners 
to achieve care 
improvements through 
sharing data, resources, and 
incentives.  
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and consumers, the Care Redesign Programs also will continue to evolve to meet the changing needs of 
Maryland. Stakeholders and the State may choose to modify or eliminate Care Redesign Programs over 
time as they are replaced with more comprehensive delivery and payment approaches. 

As new approaches are deployed, Maryland will be attentive to how patients progress through the 
continuum of programs and the need for coordination and continuity. Significant emphasis will be 
placed on the need for new processes and harmonization of approaches as they are designed and 
implemented, staying cognizant of and responsive to the experiences of both providers and patients. 

The Amendment gives Maryland the flexibility to expand and refine Care Redesign Programs, based on 
outcomes, learnings, and the changing levels oŦ ǎƻǇƘƛǎǘƛŎŀǘƛƻƴ ƻŦ aŀǊȅƭŀƴŘΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ǎȅǎǘŜƳ players, 
as well as the needs of health care consumers. The State will deploy a process by which providers and 
stakeholders make recommendations on enhancements to current programs or for the introduction of 
ƴŜǿ ǇǊƻƎǊŀƳǎ ǘƻ ƳŜŜǘ ǘƘŜ ǳƴƛǉǳŜ ƴŜŜŘǎ ƻŦ aŀǊȅƭŀƴŘΩǎ ǇŀǘƛŜƴǘǎΣ ǇŀȅŜǊǎΣ ŀƴŘ ƘŜŀƭǘƘ ŎŀǊŜ ǇǊƻǾƛŘŜǊǎΦ ¢Ƙƛǎ 
ŦƭŜȄƛōƛƭƛǘȅ ŀƭǎƻ ƛƳǇǊƻǾŜǎ ǘƘŜ {ǘŀǘŜΩǎ ǊŜǎǇƻƴǎƛǾŜƴŜǎǎ ǘƻ ŜȄǘŜǊƴŀƭ ŎƘŀƴƎŜǎ ōǊƻǳƎƘǘ ƻƴ ōȅ the Medicare 
Access and CHIP Reauthorization Act (MACRA) and other new federal regulations and initiatives. 
¢ƘǊƻǳƎƘ ǘƘƛǎ ŦƭŜȄƛōƭŜ ŦǊŀƳŜǿƻǊƪΣ ǘƘŜ !ƳŜƴŘƳŜƴǘ ǿƛƭƭ ŦŀŎƛƭƛǘŀǘŜ ǘƘŜ {ǘŀǘŜΩǎ ƻƴƎƻƛƴƎ ǇǊƻƎǊŜǎǎƛƻƴ ǘƻǿŀǊŘǎ 
addressing system-wide health care outcomes and costs. 

C. Accelerated Pace of Change 

Demographic trends and environmental factors increase the need to undertake the strategies proposed 
by this Progression Plan. Over the next ten years, Maryland will see a 37 percent increase in its 
population over age 65. The aging of the population will: drive up costs, because older persons use more 
health care services; change the nature of needed services to address chronic diseases; and create a 
greater need to have services accessible in convenient ways to persons with less mobility. These 
challenges will have profound impacts on ǘƘŜ {ǘŀǘŜΩǎ care delivery system, community and public health, 
and Medicare and Medicaid budgets. Moreover, these challenges are not unique to Marylandτthey are 
on the horizon across the country. For example, primary care providers will need to increasingly focus 
on chronic care, including addressing medication management and social supports.  

The current Agreement calls for Maryland to provide CMS with its plans for limiting total cost of care 
growth for Medicare beneficiaries by the end of CY 2016. Several State initiatives are targeting different 

aspects of health care delivery in ways that are consistent with the 
goals of the Agreement, including the proposed Dual Eligible 
Accountable Care Organization (ACO) and the Maryland 
Comprehensive Primary Care Model, as summarized in this 
document. 

The federal policy environment encourages the types of strategies 
proposed under the Plan. Congress authorized CMS to test a large 
portfolio of payment and service delivery models that aim to achieve 
better care for patients, smarter spending, and healthier 
communities. Many CMS innovation models are consistent with Plan 

strategies to accelerate the development and testing of new payment and service delivery models, 
including: accountable care; episode-based payment initiatives; primary care transformation; initiatives 
focused on dual eligible individuals; and partnerships with local and regional stakeholders. 

Following the inception of the Agreement, MACRA was enacted at the federal level and it has created a 
new framework by which physicians can be encouraged and incentivized to embrace value-based care 
delivery. aŀǊȅƭŀƴŘΩǎ ƻōƧŜŎǘƛǾŜ ƛǎ ǘƻ ǇǊƻǾƛŘŜ ŀ ǇŀǘƘǿŀȅ ŦƻǊ ŀƭƭ physicians and other providers subject to 
this legislation to participate in the Agreement, through the creation of care improvement programs. 

The Progression Plan 
provides a clear path to 
address the pressures of 
an aging population, and 
works in concert with 
Maryland and federal 
policy priorities. 
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Recognizing that CMS only recently issued final regulations to implement MACRA, the Plan includes 
preliminary concepts on how to accomplish this transition. Maryland will continue to work with CMS 
and stakeholders to develop and finalize its strategies. 

III. Plan Overview 

A. Vision  

aŀǊȅƭŀƴŘΩǎ Ǿƛǎƛƻƴ ƛǎ ǘƻ:  Achieve person-centered care, foster clinical innovation and excellence in care, 
improve population health, and moderate the growth in costs, on a statewide basis and in the all-payer 
environment through the transformation of the health care delivery system.  

Maryland plans to achieve its vision by working toward three key goals: (1) improve population health; 
(2) improve outcomes for individuals; and (3) control growth of total cost of care. These goals guided the 
development of the All Payer Model Agreement (Agreement) between Maryland and CMS, and they are 
reaffirmed in this Progression Plan (Plan).  

Goal 1: Improve population health 

¶ Ensure adequate access to appropriate community-based care to promote prevention and early 
detection of disease. 

¶ Identify and provide additional resources (e.g., increased access to care and team-based supports, 
effective coordinated treatment, medication management, behavioral health services, and other 
services) for individuals with complex and chronic conditions to slow disease progression. 

¶ Address upstream influences on health status, including personal health behaviors, behavioral 
health issues and environmental factors particularly for vulnerable populations. 

¶ Address social determinants of health status and access to care through case management, 
resources from community organizations, and public supports.  

Goal 2: Improve care outcomes for individuals 

¶ 9ƴƘŀƴŎŜ ǘƘŜ ŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳΩǎ ǇŜǊǎƻƴ-centered care approach. This approach tailors care based on 
individual needs and goals, engages patients and families in decision-making, and educates patients 
and caregivers on appropriate care and recovery. 

¶ Improve episodes of care, reaching beyond individual events. Person-centered care uses state-of-
the-art health information tools to make better information available at the point-of-care and to 
coordinate care across the system. 

¶ Increase supports for complex and chronically ill patients to enable them to manage their conditions 
effectively in order to prevent avoidable utilization and complications of disease.  

¶ Ensure adequate access to appropriate community-based services so that individuals with complex 
and chronic health issues, including behavioral health, can continue living and receiving care in the 
community. 

¶ Improve coordination of care across settings, reducing re-visits, medication errors, and negative 
health outcomes. 

¶ Reduce health care-acquired conditions and complications of care. 
 
Goal 3: Control growth of total cost of care  

¶ Strive to achieve the first two goals (i.e., improving population health and improving care outcomes) 
because the most effective strategy for reducing the need for high-cost settings and interventions is 
to keep people healthy and well supported in the community. 
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¶ Provide an early and intense focus on fee-for-service (FFS) Medicare and dual eligible beneficiaries, 
since these populations are rapidly growing, have higher needs and underdeveloped supports.  

¶ Transform and align payment and delivery systems around the core goals of improving outcomes 
and health, and thereby supporting high-value care in appropriate settings. 

¶ Support all types of providers in organizing to take increasing accountability for cost and care 
outcomes.  

¶ Align public health and community organizations to provide chronic illness management supports 
that enable vulnerable individuals and their families to function safely in their homes and in the 
community. 

B. Scope of Progression Plan 

The Progression Plan will engage Maryland hospitals, physicians, and other providers in transforming the 
way care is provided. The Plan is designed to improve care and outcomes for all Marylanders. The 
immediate implementation focus will be a targeted subset of approximately 800,000 Medicare FFS 
beneficiaries, many of whom would benefit from more robust care management structures. Among 
these, the dual eligible population and patients with chronic and complex conditions will be prioritized. 
While a subset of the population will be targeted for care management interventions, other efforts in 
the Plan will seek to target the broader Maryland population, including more robust prevention and 
support that will help those with moderate risk to prevent future high utilization.  

The Plan will affect six million Marylanders and more than $20 billion in annual health spending. It 
includes strategies that address all-payer hospital revenues, Medicare spending outside of hospitals, and 
Medicaid costs for dual eligibles (Figure 3).  

Figure 3. Costs Addressed by Progression Plan 

 

C. Plan Accountability Structures  

As the Progression Plan is implemented, the State and CMS will need to carefully consider how the 
various initiatives and accountability structures will interact for all payers. Work must be done to 
determine how the finances of multiple structures/programs with shared savings from payers operating 
in the same markets will be handled. It will be important to ensure that shared savings from payers are 
uniquely attributed to one accountability structure. Measures and monitoring systems will be created to 
understand the impact of initiatives on Medicare, Medicaid and commercial patients, payers and 
providers. ¢Ƙƛǎ ǿƛƭƭ ōŜ ŦŀŎƛƭƛǘŀǘŜŘ ōȅ aŀǊȅƭŀƴŘΩǎ ǎǘǊƻƴƎ Řŀǘŀ ƛƴŦǊŀǎǘǊǳŎǘǳǊŜ ŀƴŘ ŀŎŎŜǎǎ ǘƻ Ǉŀtient-level 
data.  
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Incentives paid to providers within payment systems should reinforce Model goals and should support 
the goals of accountability structures. The financing of fee-for-service provider incentives are captured 
in the cost of care within their respective accountability structures. However, as new payment 
structures are introduced with prepaid components, such as the prepaid care management fees and 
prepaid evaluation management fees that are part of the CMS Comprehensive Primary Care Plus 
approach (which Maryland plans to propose as part of the Maryland Comprehensive Primary Care 
Model), it will be important to ensure that these payments are captured in the accountability structures. 

D. Plan Development Process  

MarȅƭŀƴŘΩǎ !ƭƭ-Payer Model Agreement has been supported by a robust stakeholder process, which 
started prior to implementation in 2014 and has continued through the development of this Progression 
Plan. 

The Department of Health and Mental Hygiene (DHMH) and the Health Services Cost Review 
Commission (HSCRC) convened an Advisory Council of the highest levels of leadership representing 
health care providers, payers, consumers, national experts, and State agencies. The Advisory Council has 
counseled the HSCRC on initial implementation and progress of the Model and has been considering the 
key elements of this Plan for approximately one year. Guiding Principles developed by the Advisory 
Council and published in two Advisory Council reports (January 2014 report and July 2016 report) were 
used for the development of the Plan: 

1. Focus on meeting the Model requirements. 
2. Meet budget targets while making important investments in infrastructure and providing 

flexibility for private sector innovation. 
3. HSCRC should play the roles of regulator, catalyst and advocate. 
4. Consumers should be involved in planning and implementation. 
5. Physician and other provider alignment is essential. 
6. An ongoing, transparent public engagement process is needed.  

The DHMH, HSCRC, and the Maryland Health Care Commission (MHCC), convened several workgroups 
and sub-workgroups to formulate specific details of the Plan. The State also received input directly from 
many stakeholders. More than 200 people were actively involved in the development and review of this 
Plan. The Plan was posted for public comment on the DHMH and HSCRC websites and sent through 
stakeholder distribution lists to hundreds of consumers, providers, and other stakeholders throughout 
the State. DHMH and HSCRC also presented the plans to the Maryland State Legislature. The State 
received input from a significant number of people representing consumers and all types of health care 
stakeholders.  The State also received letters of support, which were submitted to MarylandΩǎ Governor. 

IV. Theory of Action 
aŀǊȅƭŀƴŘΩǎ !ƭƭ-Payer Model, while successful in limiting hospital cost growth and improving key quality 
indicators, does not have the tools needed to fully address total cost of care. To sustain the success of 
the Model and leverage its success for the good of all Marylanders, particularly the aging population, 
more must be done to thoroughly address total cost of care and the factors that drive costs and quality 
ŀŎǊƻǎǎ ŀƭƭ ǇǊƻǾƛŘŜǊǎΦ  aŀǊȅƭŀƴŘΩǎ Ǉƭŀƴ ƻŦ ŀŎǘƛƻƴ ƛǎ ǘƻ improve the overall health of Maryland residents 
and to create coordinated, person-centered care that results in reductions in potentially avoidable 
utilization, moderated growth in total cost of care, and higher quality care across the continuum of 
providers in the health care system.  

http://www.hscrc.maryland.gov/documents/md-maphs/ac-reports/HSCRC-Advisory-Council-Final-Report-1-31-2014.pdf
http://www.hscrc.maryland.gov/documents/md-maphs/ac/2016-08-01/7-28-16-Report-of-the-Advisory-Council.pdf
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A. Logic Model 

The logic model, shown in Figure 4 below, offers a visual representation of the context, inputs, activities, 
outputs, and outcomes expected from the Progression Plan. This diagram was first used in the 
application submitted to CMS in September 2013 to depict how the State initially envisioned the All-
Payer Model. The logic model has been updated to reflect the context and outputs associated with the 
Progression Plan. 

An important part of the context for the Progression Plan is the All-Payer Model itself, which is the 
starting point for the Progression Plan. Federal flexibility is particularly critical for the Progression Plan 
as the Medicare Access and CHIP Reauthorization Act (MACRA) is implemented and system investments 
in infrastructure are brought to scale with their expected long-term return on investment. The outputs, 
which have been updated based on the progression of the Model, include alignment of incentives and 
measures across all providers, gradual increases in responsibility for outcomes and costs and 
infrastructure that is shared among providers. The ultimate outcomes continue to be better health, 
better care, and lower per capita costs. 

Figure 4. Progression Plan Logic Model  
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B. Driver Diagram 

The Driver Diagram in Figure 5, initially dŜǾŜƭƻǇŜŘ ƛƴ нлмо ŦƻǊ aŀǊȅƭŀƴŘΩǎ !ƭƭ-Payer Model application, 
depicts the system drivers that were identified to accomplish the specific aims of the current Model. The 
Diagram depicted a statewide health care system that continuously achieves better health, better care, 
and lower expenditures based on the achievement of the primary and secondary drivers.  

To reflect how the Progression Plan builds on the original framework and intent of the All-Payer Model, 
the Driver Diagram has been updated with new Aims to create incremental accountability for Medicare 
total cost of care as well as Medicaid costs for dual eligible beneficiaries. The overall Aim to achieve the 
goals of better care, better health, and lower costs driven by a person-centered approach to health care 
that optimizes outcomes and value for all Maryland residents was extended to 10 years and 
acknowledges the context of the Model environment. 

Additional Primary and Secondary Drivers depict the efforts that will be made to further the success of 
the Model through programs that harmonize providers through aligned incentives and measures, the 
provision of more comprehensive data, greater focus on person-centered care, data-driven activities, 
and care management strategies, as well as a focus on prevention. 

Figure 5.  Progression Plan Driver Diagram, Updates Depicted in Blue 
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C. Potentially Avoidable Utilization:  Cost Drivers and Progression Strategies 

This document outlines the Plan strategies that Maryland will use to create person-centered care and 
reduce potentially avoidable utilization.  The strategies include core delivery system transformation 
components that address total cost of care, such as: (1) the global revenue system with new geographic 
value-based incentives and associated Care Redesign Programs; (2) the Maryland Comprehensive 
Primary Care Model, (3) post-acute and long-term care initiatives; and (4) Dual Eligible ACOs.  Core 
transformation components will be supported by accountability structures and also by strategies that 
will be applied to every component (e.g., leveraging MACRA incentives and aligning measures/incentives 
across components).    

Figure 6 depicts the expected types of reductions in potentially avoidable utilization that will be driven 
by each of the core transformation components and accountability structures, shown in two major 
categories: (1) complex and chronic care management, and (2) coordination and high-quality, efficient 
coordinated episodes. 

Figure 6.  Reductions in Potentially Avoidable Utilization Driven by Components of Progression  

 
Maryland believes that deploying the components of the Plan and achieving wider adoption of improved 
clinical practices with supporting payment mechanisms will result in improved outcomes and give 
Maryland the opportunity to fully manage total cost of care through: 

¶ Fewer potentially avoidable admissions and readmissions by managing chronic and complex 
conditions and delivering care in the best setting at the right time. 






















































